EDITORIAL
There are many chances and coincidences, apparently uncon nected and random happenings in life that suddenly coa lesce. We often try and make connections between otherwise disparate objects and occurrences because it makes us feel more comfortable, providing an apparent explanation where the lesser security of the seemingly arbitrary provides none. Speedos and car crashes, hairspray and bricks, cabbages and kings -they can all be logically matched or incomprehensively irregular pairings depending on circumstance.
So it was recently when, whilst enjoying lying beachside in the sun, I was metaphorically juggling the proof reading of the papers in this issue with, as I thought, the completely unconnected holiday reading of a book about ship wrecks off the Devon coast in the mid-nineteenth century.
1 (I fully under stand how neither of these two subjects might strike the aver age reader as ideal holiday material). The latter focussed on the plight of a ship name the Caledonia that came to grief off Bude in September 1842 but about which we also know, thanks to the remarkable detail still preserved in Lloyds shipping reg ister, in July of that year was in Odessa taking on a cargo of wheat. But here comes the really interesting bit; the crew were not allowed to hoist the sails because 'the quarantine authori ties had been so alarmed by recent outbreaks of plague, cholera and smallpox that the use of sails was forbidden in the port areas lest the sail cloth should imbibe contagion and subse quently impart it by some kind of wafting action. The medi cal men of the day had condemned sailcloth as a 'susceptible' product, one capable of harbouring pestilence.'
HEMP AND STRAW BONNETS
With our superior knowledge we could easily smirk at what was in essence a very early public health precaution since we now know that it was erroneous, if well-meaning. We might simi larly smile at the further medical 'advice' that other susceptible materials were thought to include everything from wool and hemp to books and straw bonnets but excluded mineral prod ucts; although we might detect a greater logic here. The connection, it seemed to me, was between this and the circumstances surrounding the patient notification exercise as published in this issue. 2 In this, the discovery that a healthcare worker (HCW) who was positive for hepatitis C was practising in a dental surgery triggered a notification or 'look-back' exercise. There were what might be termed special circumstances in that concerns had been raised over a prolonged period regarding the quality of infection control in the practice. However, despite the most thorough investigation, as detailed in the paper, there was no evidence of transmission of the hepatitis C virus from the HCW to patients, or from patient to patient. While I am not suggesting that the ordering of the exercise is in the same category as restricting the hoisting of sails in a nineteenth century port, what does occur to me is that we are in danger of not learning from the body of evidence that has accrued on the whole subject area of healthcare workers and blood-borne viruses. The wise medical men of Odessa would no doubt have claimed then, just as we do now, that they were acting on evidence-based advice. The difference is that we have the evidence to show that HCWs in general and dental personnel in particular who are positive for blood-borne viruses are able to practise without danger to the public providing that various sensible precautions and monitoring arrangements are put in place. For example, a letter to the BDJ from Australia described the situation in Victoria where a 'pragmatic evidence-based approach is of benefit to both the public and to the infected DHCW'. 3 An individual assessment of each practitioner is con ducted by an expert panel. Based on careful assessment of the practitioner's skills and expertise, the use of standard precau tions and risk reduction procedures, and the actual infectivity of the DHCW based on viral DNA/RNA levels, it has been pos sible to allow these infected DHCWs to continue practising. Mason et al. 2 conclude that to ensure consistent practice within the UK the Institute for Health and Clinical Excellence should produce guidance on patient notification exercises for the NHS. This also touches on the question of where we are with the promised review by the UK Advisory Board for Healthcare Workers Infected with Blood-borne Viruses (UKAP), the Expert Advisory Group on AIDS (EAGA) and the Advisory Group on Hepatitis who we were told in October 2007 had decided to review current policies on healthcare workers infected with blood-borne viruses. 4 The evidence of this paper as well as that from other look-backs, published and unpublished must form part of the basis of their deliberations.
Surely it is time that we had the courage to follow our evi dence-base and set sail for mutually benefi cial destinations using an accurately charted map of the risks?
